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 GALL-BLADDER AND BILE-DUCTS
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common duct, when the pressure within the duct rises to a point at
which the liver can no longer secrete bile, the glands in the duct wall
Formation of continue to give off their watery secretion. Thus gradually, through
lymph absorption, bile is removed and is replaced by a clear colourless
secretion which contains none of the usual chemical constituents of
bile—the so-called 'white bile' of prolonged biliary obstruction. This
replacement of dark by white bile occurs much earlier if the gall-bladder,
as a result of old inflammatory changes, is incapable of carrying on its
concentrating function.
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 3-GALL-STONES
547.] The frequency of calculus formation within the gall-bladder has
been variously estimated as from 5 to 10 per cent of all adult subjects.
It is undoubtedly commoner in the female sex (5 females to 1 male) and
especially in stout multiparae. Whereas evidence of infection of the
gall-bladder wall frequently accompanies the presence of gall-stones,
the latter may be found in an organ which shows no trace of bacterial
invasion. Metabolic disturbances would appear to be the underlying
cause of the formation of certain types of calculi.
(1)—Metabolic Gall-Stones
The cholesterol stone, a single ovoid stone composed almost entirely
of radiate interlacing cholesterol crystals, is not infrequently found in
a gall-bladder to all appearance normal. An excess of cholesterol in the
bile, or a relative inadequacy of the bile-salts which maintain cholesterol
in colloidal suspension, is the probable explanation of concretion
formation round an organic nucleus.
(a) Impaction with Mucocele Formation
A "cholesterol solitaire' may lie in the gall-bladder for a long time
without giving rise to any symptoms. Should it chance to find its way
into the neck of the gall-bladder and block the entrance of the cystic
duct, an attack of afebrile biliary colic results.
A very typical clinical picture is the onset, in the midst of good health,
of a severe attack of colic, coming on often as the patient goes to bed,
lasting for a few hours, then passing and leaving the patient with no
ill-effects except the memory of an agonizing pain. Months of good
health and undisturbed digestion may elapse before a second bout of
colic supervenes. Such attacks may continue to occur at irregular
intervals over a period of years, but complications are apt to appear.
Thus one attack may fail to resolve as did its forerunners. The patient
is left with a persistent discomfort below the right costal margin.
Flatulence, epigastric fullness, and subcostal ache follow regularly
after meals, especially if fatty foods be taken. A soreness in the right
scapular region, often attributed to rheumatism, becomes habitual, and
stooping brings on uneasiness and even pain.
Abdominal examination at this stage may reveal a painless pyriform

